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Background: Although migrants constitute an important proportion of the European population, little is known
about migrant sexual health. Existing research mainly focuses on migrants’ sexual health risks and accessibility
issues while recommendations on adequate sexual health promotion are rarely provided. Hence, this paper
explores how refugees, asylum seekers and undocumented migrants in Belgium and the Netherlands define sexual
health, search for sexual health information and perceive sexual health determinants.
Methods: Applying Community-based Participatory Research as the overarching research approach, we conducted
223 in-depth interviews with refugees, asylum seekers and undocumented migrants in Belgium and the Netherlands.
The Framework Analysis Technique was used to analyse qualitative data. We checked the extensiveness of the
qualitative data and analysed the quantitative socio-demographic data with SPSS.
Results: Our results indicate that gender and age do not appear to be decisive determinants. However, incorporated
cultural norms and education attainment are important to consider in desirable sexual health promotion in refugees,
asylum seekers and undocumented migrants in Belgium and the Netherlands. Furthermore, our results demonstrate
that these migrants have a predominant internal health locus of control. Yet, most of them feel that this personal
attitude is hugely challenged by the Belgian and Dutch asylum system and migration laws which force them into a
structural dependent situation inducing sexual ill-health.
Conclusion: Refugees, asylum seekers and undocumented migrants in Belgium and the Netherlands are at risk of
sexual ill-health. Incorporated cultural norms and attained education are important determinants to address in desirable
sexual health promotion. Yet, as their legal status demonstrates to be the key determinant, the prime concern is to alter
organizational and societal factors linked to the Belgian and Dutch asylum system. Refugees, asylum seekers and
undocumented migrants in Belgium and the Netherlands should be granted the same opportunity as Belgian and
Dutch citizens have, to become equally in control of their sexual health and sexuality.
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Defining and framing sexual health
Sexual health and sexuality are both health concepts that
are still prone to definition modelling worldwide. Since
the recognition of sexual and reproductive health as a
human right at the International Conference of Popula-
tion and Development of 1994 in Cairo, more need was
felt to come to a global consensus. Starting from this
rights-based and public health approach, the World
Health Organisation (WHO, 2010) defines sexual health
as “a state of physical, emotional, mental and social well-
being in relation to sexuality; and is not merely the ab-
sence of disease, dysfunction or infirmity. Sexual health
requires a positive, respectful approach to sexuality and
sexual relationships and the possibility of having pleasu-
rable and safe sexual experiences, free of coercion, dis-
crimination and violence. For sexual health to be attained
and maintained, the sexual rights of all persons must be
respected, protected and fulfilled” [1]. In the same line,
the WHO defines sexuality as: “A central aspect of human
being throughout life which encompasses sex, gender
identities and roles, sexual orientation, eroticism, pleasure,
intimacy and reproduction. Sexuality is experienced and
expressed in thoughts, fantasies, desires, beliefs, attitudes,
values, behaviours and practices, roles and relationships.
While sexuality can include all of these dimensions, not
all of them are always experienced or expressed. Sexuality
is influenced by the interaction of biological, psycho-
logical, social, economic, political, cultural, ethical, legal,
historical, religious and spiritual factors” [2].
From a socio-ecological perspective on health [3],
these factors can be identified at four interlinked levels
being: the individual, the interpersonal, the community
and organisational level and finally the societal and pub-
lic policy level. As the central premise of this model is
that none of its levels should function in isolation from
the others, it has been advised that effective health pro-
motion and prevention programmes should stimulate
synergy among the different levels [4].
Migrant sexual health
Migration movements in Europe recently increased in size
and complexity. In 2011, 6.6% (33.3 million) of the EU
population were “third-country” or “extra-EU” nationals
[5]. According to United Nations High Commissioner on
Refugees (UNHCR) data for the industrialized world,
Belgium was the sixth and the Netherlands the twelfth lar-
gest receiving country of new asylum-seekers in 2011 [6].
In both countries, asylum seekers were predominantly
housed in asylum reception centres and local reception
initiatives. Yet, when the amount of available facilities
proved to be insufficient to accommodate all asylum
seekers, they were also forced to share rooms in hotels or
left to find any kind of accommodation of their own. Justas for undocumented migrants, this often resulted in
homelessness or life-threatening living conditions. Refu-
gees were entitled to regular housing, but regularly strug-
gled with financial barriers [7].
Although migrants constitute an important proportion
of the European population, relatively little is known
about migrant sexual health and sexuality. This gap in
knowledge can be largely explained by a variety of tech-
nical and political reasons. First, throughout Europe,
there is a great variability in the main denominators of
citizenship, residency and immigration status in available
databases [8,9]. In addition, in some countries ethnicity
registration in clinical records is perceived as discri-
minatory and thus not done [10-12]. Third, sexual health
research protocols rarely pay attention to inclusion cri-
teria or procedures which might by their nature inhibit
participation of migrants [13]. Finally, research often fa-
vours homogenous groups hampering differentiation in
migrant residence status although legally it is a decisive
determinant in actual entitlements to health care in
many European countries [14-16]. Within the body of
research on migration and sexual risk, studies have po-
sited that separation from native communities and social
isolation contributes to risky sexual behaviour, inclu-
ding sex work and extramarital sexual relationships [17].
However, recent research stresses that the daily struggle
and the existence of structural cultural values and beliefs
are more decisive factors [18]. For the European Union
(EU) it has been demonstrated that migrants suffer from
higher maternal morbidity and mortality and experience
poorer pregnancy outcomes [19-21]. They face higher
levels of the Human Immunodeficiency Virus (HIV) and
other sexually transmitted infections (STI’s) and have
less access to sexual and reproductive services including
family planning and safe abortion services [19,22-24].
Furthermore they are more likely to become victims of
sexual and other types of interpersonal violence [14,24]
and harmful cultural practices including female genital
mutilation (FGM) [25,26].
Problem statement
Many determinants in sexual health and sexuality are
known, yet the link to migrants in Europe is rarely
made. When it is done, the main focus is on their higher
risk to sexual health problems or on barriers in their
access to sexual health programmes and services [27].
These studies thus ignore the broad WHO definition on
sexual health. Furthermore, migrants without, or with a
temporary or conditioned residence permit, as respec-
tively undocumented migrants, asylum seekers and refu-
gees; are rarely included in general sexual health studies.
This is due to (perceived) legal, social, cultural and
language barriers [27,28]. The available information is
thus rather blurred and current prevention and health
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adapted to communication channels that migrants
are accustomed to use in search for sexual health
information.
Objective
The general objective of this study is to provide more
insight in how the sexual health of refugees, asylum
seekers and undocumented migrant in Belgium and the
Netherlands can be promoted in a more desirable, ethi-
cally sound and culturally competent way. To that end,
this paper aims to explore how refugees, asylum seekers
and undocumented migrants define sexual health; to
examine what pathways they use in search of sexual health
information and to identify risk and protective factors they
perceive as determinants after having fled to and applied
for asylum in Belgium or the Netherlands.
Methods
This paper describes one part of a larger participatory
study on sexual health and sexual violence in refugees, asy-
lum seekers and undocumented migrants in Belgium and
the Netherlands. The results on sexual violence experience
and prevention have been published elsewhere [14].
Epistemology & conceptual framework
This study is grounded in a phenomenological and dia-
logical research perspective and supports an interpretive,
feminist communitarian epistemology [29,30]. Conse-
quently, this study required both a conceptual framework
as well as a research approach that allowed for a close
collaboration with the research communities and which
empowered them to frame their own health needs and po-
tential prevention and promotion initiatives [29,30]. Our
conceptual framework was based on three theoretical
stances. First, we started from a human rights perspective
on health adopting the WHO definition on sexual health
and sexuality. Second, we integrated the socio-ecological
perspective on health and violence which allows for a bet-
ter understanding of health complexity through the identi-
fication of determinants at the individual, interpersonal,
organisational and societal level [3]. Third; we added the
concept of Desirable Prevention which can be defined as
“Those initiatives that anticipate risk factors ever earlier in
a targeted and systematic way, are maximally “of-fensive”,
have an integral approach, work in a participatory way
and have a democratic nature, while aiming at the
enhancement or protection of the target group’s health
and wellbeing” [31].
Selection of participants
Starting from this conceptual framework, we adopted
Community -Based Participatory Research (CBPR) as
our overarching qualitative research approach. CBPR inpublic health focuses on social, structural and physical en-
vironmental inequalities and aims to improve the health
and well-being of community members by integrating
gained knowledge in action, including social and policy
change [32,33]. A large group of stakeholders were mobi-
lized whom either joined the Community Advisory Board
(CAB) or became community researchers (CRs) and col-
laborated collegiately through all phases of the project,
building rapport, capacity and mutual ownership [32].
General inclusion criteria for CRs and potential respon-
dents were to be within reproductive age (set by WHO as
15–49 years old) and belong to one of the main ethnic
groups of refugees, asylum seekers and undocumented
migrants living in the region of East-Flanders in Belgium
and of the Randstad in the Netherlands. Additionally, po-
tential CRs were invited to an interview with the project
coordinators and were screened on necessary communica-
tion and potential research skills, empathic attitude, social
engagement and leadership capacities. Fourteen women
and ten men from Iranian, Iraqi, Roma from Slovakia and
the Czech Republic, Kurdish from Iraq and Iran, Somali,
Afghan and the Common Wealth of Independent States
(CIS) descent completed 30 hours of CR training. This
training addressed migration, human rights, sexual and re-
productive health, several types of violence, gender, psy-
chosocial education, intercultural communication, the
study conceptual framework and epistemology and finally
guidelines and exercises on conducting in-depth interviews
in an empathic and ethically sound way. Two male CRs
dropped out after training because of time constraints.
Data collection
Given the piloting nature of this study and the fact that
the population was hard to reach; we opted for criterion
and chain sampling [34] of the respondents. This implied
that we initiated our search for potential respondents from
a vast pool of primary sources, being acquaintances of the
project coordinators, the CRs, the CAB services and orga-
nisations and the Red Cross asylum reception centres in
East Flanders. We subsequently explored their respective
networks in search for respondents meeting the inclusion
criteria. Upon identification, we informed the potential re-
spondents about the project‘s objectives, the interview
goals, the voluntary aspect of it, potential risks and mea-
sures taken to protect them from those risks, and partici-
pation modes. Respondents could withdraw at any point
during the interview but still participate in later phases
of the project. The respondents – or in case of minors
(15–17 years old), their parent or guardian and in case of
language barriers, their nominee- signed an informed con-
sent before the interview, and we renegotiated consent at
later phases of project participation.
Between January and April 2007, CRs were asked to
conduct 10 to 12 in-depth interviews with respondents
Keygnaert et al. BMC Public Health 2014, 14:416 Page 4 of 13
http://www.biomedcentral.com/1471-2458/14/416meeting the inclusion criteria and of the same gender as
the CR. In order to maximise the match between ‘inner
speech’ and the language used [35]; to optimise validity
and reliability [36] and to enhance the positive outcomes
of the participatory research approach; we developed,
pilot-tested, translated and back-translated the interview
guide jointly with the CRs and the CAB. The interview
addressed four main topics: 1) their socio-demographic
profile and their appreciation of that profile; 2) their def-
inition and perception of sexual health; 3) their ex-
perience with sexual victimization since their arrival in
Europe and 4) their opinions on violence prevention.
This paper covers the sexual health data. In order to
come to better sexual health promotion in refugees, asy-
lum seekers and undocumented migrants, we firstly
assessed how these migrants define sexual health and
sexual maturity. Secondly, we explored the sexual health
information sources they are accustomed to address and
the pathways they use. Thirdly, we examined the risk
and protective factors they perceived as affecting one’s
sexual health and influencing one’s sexual behaviour.
For each of their answers we asked the respondents
to differentiate according to (sexual) maturity (adults-
youth) and gender where applicable in their opinion.
The interviews were audiotaped and the CRs took notes
on their interview guides. Upon completion of the
interview, we checked, and if necessary, organised pro-
fessional psychological, medical, social, or judicial as-
sistance. Respondents also received a package with
sexual health and violence information in their mother
tongue, referral addresses, condoms and some samples
for daily hygiene (e.g. shampoo, shower gel, body lotion,
raiser gel, combs, baby oil, eye liner) provided by a phar-
macy. In line with the CBPR methodology [32], safety
issues and project procedures were strongly debated
and commonly decided upon by the CRs and the CAB,
resulting in an ethical approval from the research com-
munity itself. In addition, the study protocol received
ethical approval from the Ghent University Hospital
Ethical Committee.
Analysis
We considered interviews only valid when having signed
informed consent and when the taped interview
matched the notes that were taken by the CR on the
interview guide. Duplicates of interviews were checked
for, but none were found. All open questions were writ-
ten ad verbatim and translated to Dutch or English. We
used the Framework Analysis Technique to sort, code
and constantly compare the qualitative data. We started
by inductively grouping the coded data into analytical
themes and categories conceived as meaningful and im-
portant to the involved communities while using the re-
spondents’ definitions and wordings. Subsequently, weapplied our conceptual framework, which resulted in an
analysis along five sexual health core components:
1. General well-being and development with factors
related to personal health practice & lifestyle,
physical, mental, social (socio-economic and
cultural) well-being
2. Safe and satisfying sex life
3. Respectful approach to sexual relationships and
sexuality
4. Family planning and fertility
5. Access to Information & Care
This qualitative analytical process was itinerated by
the first author and a fellow researcher who indepen-
dently from each other coded and analysed the data.
They discussed and agreed on every aspect before hea-
ding to the next analytical step. In addition, at regular
interval, preliminary results were discussed and inter-
preted with CRs and CAB members before moving to a
next level of analysis. Subsequently, we used SPSS to
analyse the quantitative socio-demographic data and to
check the extensiveness (the volume of and the diversity
within) of the qualitative data [37]. We hereby verified
whether gender, age, country of origin, host country,
level of education and legal status had an impact on the
results. At the end of the project, an open seminar was
held with 200 CRs, CAB, respondents and other stake-
holders discussing the first results, interpreting them in
workshops and formulating policy, research and practice
recommendations that were also taken into consi-
deration in the final analysis phase [7]. All quotes stem
from the ad verbatim transcriptions of the in-depth in-
terviews, yet the names are pseudonyms. Quotes that
were originally in other languages were literally trans-
lated to Dutch or English by the CR who conducted the
interview and double checked and approved by the
group of CRs and project coordinators.
Results
Socio-demographic profile of the respondents
Of the 250 conducted in-depth interviews, 223 were con-
sidered valid. This regarded 132 interviews in Belgium
and 91 in the Netherlands with refugees (46%), asylum
seekers (41%) and undocumented migrants (13%). The re-
spondents comprised 88 males and 135 females from
Iranian (40), Iraqi (12), Slovakian and Czech Roma (36),
Kurdish from Iran and Iraq (58), Somali (14), Afghan (24)
and CIS (39) descent. Two transsexuals in Belgium were
included as women in the analysis upon their request. The
respondents were relatively young and generally highly
educated women and men. Slightly more than half of
them did not have a steady partner and the majority was
not or only fairly accompanied by other adults or children.
Table 1 Socio-demographic profile of respondents
N = 223 =100%
Country of origin
Afghanistan 24 10.8%
Common Wealth of Independent States (CIS) 39 17.5%
Iraq (including Kurds) 43 19.3%
Iran (including Kurds) 67 30.0%
Slovakia & Czech Republic (Roma) 36 16.1%
Somalia 14 6.3%
Residence status








< 18 years 15 6.7%
19–29 years 102 52.5%
30–49 years 106 47.5%
Relational status
No steady partner 119 53.4%
Steady partner 104 46.6%
Accompaniment











Secondary education 99 44.4%
Primary education 25 11.2%
Not educated 4 1.8%
Daily activities
Country of origin:
Paid at work 101 5.3%
At job market 12 5.4%
Student 88 39.5%
Other 21 9.4%
Table 1 Socio-demographic profile of respondents
(Continued)
Host country:
Paid at work 50 22.4%
At job market 43 19.3%
Not allowed to work 45 20.2%
Student 51 22.9%
Other 33 14.8%
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cated that having poor social networks to rely and build
on and being hampered in participating actively in society
was wearing them down. Furthermore, respondents com-
plained of a socio-economic setback compared to their
country of origin as is reflected in the daily activities in
Table 1. The 22% who were employed in the host country,
often suffered from functioning far below their capacities
and being treated with disrespect. Finally, eighty per cent
stated to be religiously active, mostly within Islam (43%)
and Christianity (30%). For more socio-demographic data
we would like to refer to the article on the sexual violence
part of this study [14].
Definition of sexual health
“Some people think that sexual contact between people
is just a biological process and they do not think about
feelings and the mental side of 2 people. While, this is
give and take, so with nice words and soft touching
you should help each other to become ready for sex”
(Aref, 35, male Afghan Refugee)
Our respondents generally defined sexual health of
adults and youth in the same terms. To them, being
sexually healthy meant above all being generally well
(A: 60%-Y: 52%), and subsequently also being sexually
safe and satisfied (A: 39%-Y: 33%) and respectful to
sexual partners (A: 39%-Y: 26%). Yet, family planning
and fertility (A: 22%-Y: 18%) and being informed and
medically cared for (A: 13%-Y: 14%) seemed of less
importance.
General well-being (n 132) was mostly formulated as
“not having a sexually transmitted disease or
infection”, being “both physically as well as mentally
healthy and ready”, or being “fully physically healthy”.
A safe and satisfying sex life (n 86) was frequently
described as: “being completely comfortable with
having sex (no pain, tension, coercion)”, “using
contraception”, “enjoying sex” or “having sex on a
regular basis”.
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relationships (n 87) was mainly formulated as
“having sex only from the moment you are married
and within the marriage”, “being conscientious about
risk behaviour and limits of yourself and your partner”
and by “having one steady partner”.
Family planning and fertility (n 48) was largely
defined in terms of “being able to bare children”,
“being fertile” and “having healthy children”.
Having access to information and care (n 28) was
mostly described as “having enough information on
what sexual health is” and as “knowing what the risks
of having sex can be”.
“When I was 17, I had a boyfriend who kissed me
once. I got wounds on my lips, so I thought God had
punished me and gave me lip cancer” (Dilbar, 41,
female Iranian refugee)
It is noteworthy that age and gender of the respondents
did not impact these results, while educational attainment
and country of origin did. Although being generally well
was the most important to the majority of all attained
education levels, its perceived importance raised along with
the level of education up to the highest value for the ones
with higher university or non-university education. A re-
spectful approach was equally important to about 30% of
all attained levels. Access to information and care and a
safe and satisfying sex life became more important the
higher the education attainment while family planning was
mostly an issue to those with intermediate levels of educa-
tion. For every origin, general well-being was important to
more than half of the respondents. However respondents
from the CIS mentioned this much more frequently,
closely followed by Iranian and Iraqi respondents. Both a
respectful approach as well as a safe and satisfying sex life
was predominantly indicated as an important aspect of
sexual health by respondents from Somalia and the Middle
East. To the Slovakian and Czech Roma respondents and
those from the CIS, family planning seemed to be more of
an issue. Access to information and care was not important
to any of these groups and even not mentioned at all by
these Roma respondents. Taking all five components into
account, the data suggests that people from Iraq and Iran
have the most balanced interpretation of what constitutes
sexual health according to the WHO definition used here.
Criteria of sexual maturity
“A man has to be mature with his head and not only
with his penis and balls” (Yelena, 21, Russian female
asylum seeker)When asked how one could make a distinction between
adults and youth, the following criteria were set. For both
females and males, the same top three of criteria were
given: it firstly depended on their general physical, mental
and social development; secondly on their age and thirdly
on their respectful approach to relationships and sexuality.
The gender, age and the level of education of the respon-
dents did not impact the results, yet country of origin did
have some influence.
A girl becomes a woman
The moment where a girl turns into a woman depended
for the majority (59% or 131) on their general develop-
ment. The phrasing was mostly related to mental health
aspects as: “being mentally mature”, “being able to take up
responsibility” but also more physically as “when girls got
their first menstruation”. For all countries of origin those
descriptions were spontaneously given by more than half
of the respondents, yet the physical aspect of men-
struation as a turning point was particularly stressed by
Somali and Slovakian Roma respondents. About a fourth
of the respondents (60) said that becoming a woman had
to do with age, but the age they set was quite different.
Eight respondents put the limit at 13/14 years; a third said
15/17 years, while for more than half of them one had to
be at least 18 or older. The indication of age was provided
by the majority of Somali and Afghan respondents and all
the references to being 13 or 14 as maturity age were
found in this group. In other origins age was indicated by
less than a third. Another fourth of the respondents (57)
said that turning into a woman depended on one’s
approach to relationships and sexuality and the utmost
majority of them (80%) related this to “being married”.
Only a few (15) from all origins except Somalia, related
becoming a woman to family planning and described this
as “having the feeling of motherhood after having bared
the first child”, “being able to become a mother” and
“being able to become pregnant”. Even less (11 or 5%) re-
lated this to sexual debut.
A boy becomes a man
For about 48% (107) of respondents, a boy becomes a
man when he is physically, mentally and socially well
developed. Half of them defined this as “being mentally
mature”, a third as “being able to take up responsibility”
and a fifth as “has had his first wet dream”. Nearly a third
of the respondents believed that male maturity was related
to age, mainly defined as “being more than 18”. Some 20
respondents exclusively from the Middle East and Somalia
found that being between 15 and 17 was old enough.
Another fourth, again predominantly originating from the
Middle East, said this depended on their approach to
relationships and sexuality, again primarily defined as
being married (73%). From all origins but Somalia, 30
Keygnaert et al. BMC Public Health 2014, 14:416 Page 7 of 13
http://www.biomedcentral.com/1471-2458/14/416respondents mentioned sexual debut as a turning point
and 20 family planning or fertility as “having a family to
take care of” or “being a father”.
Sources of sexual health information (SHI) in the home
country
“When I married it was my mother-in-law who
informed me on sex, I was so afraid of sex that during
the first week, I slept with her” (Dilbar, 41, female
Iranian refugee)
General
Asking respondents where adults as well as youth in their
home country turned to in order to find information on
sexual health, 40% stated that there was not really an offi-
cial place or person where you could turn to, or that it
was a big taboo. However 60% of the respondents men-
tioned several SHI-sources which we categorized as health
sector, one’s direct environment, media and institutions.
The respondents were convinced that adults and youth do
consult the same type of SHI-sources, yet they did not
follow the same pathways. Adult primarily searched for
information in the health sector (60%), and to a much
lesser extent in one’s direct environment (30%), in media
(18%) and institutions (16%). The majority (64%) was con-
vinced that these pathways were equally consulted by
adult women and men. Yet, if they indicated differences,
this was mostly to nuance that men turn to men and
women to women. As for youth, our respondents stated
that the SHI-source that stood out for both female and
male youth is their direct environment (43%). At a second
level, the health sector (30%), the media (29%) and institu-
tions (27%) are equally important sources they consult.
Testing for age, educational level and origin of the respon-
dents did not appear to influence the mentioned pathways
decisively. However, the gender of the respondents re-
vealed to be determining the pathways to obtain sexual
health information.
Medical
For both female and male respondents (M: 64%- F: 58%),
it was a matter of course that an adult turned to the health
sector in search of SHI. However, we saw that the lower
the education level of the respondents, the less the health
sector was considered as the most obvious SHI-source
(No school: 25%, primary education: 44%, secondary edu-
cation: 58%, higher education 69%). According to half of
the respondents, seeing a general practitioner was the
readiest medical SHI source regardless of age or sex
(Y: 56%- A: 49%). Seeing a gynaecologist and an outpa-
tients’ clinic were mentioned by a fourth of them with
female and young respondents preferring a gynaecologist
(F: 31%-M: 15%; Y: 26% - A: 22%) while male and adultones preferred the outpatients’ clinic (F: 20%-M: 38%;
Y: 18%-A: 36%). Urologists and a general health centre
were mentioned by 10%.
Direct environment/peers
In general, youth considered their direct environment as
most important SHI-source (44%) while adults of both
sexes considered it as subordinate to the health sector.
Yet, adult women consulted their direct environment as
SHI-source considerably more than their male counter-
parts (F: 43%-M: 19%). Finally, for Kurdish respondents
as well as for respondents who did not go to school, the
direct environment was not the second, but the first
SHI-source (K:51%- NS: 50%). Within the answers in-
dicating direct environment as SHI-source the most
important were family (75%) and friends (67%). When
family was specified, it predominantly regarded parents,
brothers and sisters and only occasionally a further rela-
tive. Adult women and youth seemed to attribute more
importance to friends (W: 58%-Y: 67%) than family
(W: 41%-Y: 54%), while for adult men these are equally
important sources (40%).
Media
Using the media as an information tool was slightly
more relevant for female than for male (F: 20%-M: 14%)
and for respondents in Belgium than the ones in the
Netherlands (B: 21%- NL: 13%). Their age and education
level does not impact this, while origin did: media as an
SHI source was the most popular among Iranian and
Kurdish respondents. For the respondents indicating
media as a SHI source, the tools that were mentioned
mostly for adults were: books (46%), internet (33%) and
TV (27%), while for youth seeking SHI they considered
internet (55%) as preferable source over books (42%)
and TV (22%). Books were more accessed by female re-
spondents compared to males (F: 62%-M: 17%) and by
people with higher education levels. Male respondents
preferred internet (F: 31%-M: 42%) and TV (F: 19%-M:
33%). Internet was about equally important to all levels
of education while TV was more important to respon-
dents with a lower education attainment level (HE: 11%-
LE: 75%).
Institutions
Turning to institutions as a source of SHI was relevant
for 15% of female and male respondents with levels of
education of secondary school and more. According to
them school/university was the readiest institutional SHI
source for both adults and youth (A: 58%-Y: 83%)
followed by religious institutions (A: 18%-Y: 8%). Yet,
more importance was attributed to them for females
than for males (school: F: 65%-M: 46%; religious: F: 20%-
M15%) In general, institutions as a SHI source were
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the Netherlands (42%).Perceived sexual health determinants
“Good behaviour makes people beautiful, they make
you feel safe” (Perwîn, 37, Female Kurdish Refugee)
The factors they perceived as influencing one’s sexual
health can be divided into internal and external health
locus of control factors.Internal sexual health locus of control
“Refugees who are sexually frustrated and who don’t
have enough money to pay a prostitute should
masturbate” (Zalmai, 28, male Afghan refugee)
More than half of the respondents (54%) distributed
among all levels of education, thought that by assuring
to have a safe sex life one could obtain good sexual
health. The descriptions most given were “using a con-
dom”, “using contraception in general” and “considering
the health status of the sex partner before having sex”.
Irrespective of one’s level of education, age and origin,
about half of the respondents (49%) believed that one
should take responsibility of one’s sexual health by doing
things that contributed to a general well-being and life-
style as “looking after personal physical care & hygiene”,
“eat healthy”, “do sports” and “detent and stress less”.
“You have to inform yourself on STI’s, that’s not so
difficult, but not only look for health information but
also on how to make love” (Lexei, 32, male Russian
asylum seeker)
They were equally convinced that having access to in-
formation and care was a determinant. They phrased
this as “getting informed on sex, sexual risks and sexual
health” and as “seeing a medical professional on a re-
gular basis” or “seeing a doctor at least when problems
occur”. Respondents from the Middle East stressed the
information part more while the others rather empha-
sized the accessibility of care. A third of the respondents,
mostly with higher education levels, said that in order to
have good sexual health, one needed a respectful ap-
proach by “having one sex partner” or “knowing the
sex partner before having sex”. Respondents from the
Middle East mentioned more relational aspects as “free
choice of partner”, “no forced marriage” and “good com-
munication” than people from the CIS, Somalia and the
Slovakian and Czech Roma who emphasized the impor-
tance of having “one steady” and “healthy partner”.External sexual health locus of control
The majority of the respondents (68%) said that there
were additional external factors which could influence
one’s sexual health in a positive or negative way. Factors
which could have a positive or a negative impact were
situated in the sphere of informal help of powerful others
and were defined as “friends”, and “one’s upbringing”.
Religion was only mentioned by three respondents. The
extent to which “sexual health is publicly debatable” and
“having sexual education at school” were mostly men-
tioned as external positive factors. Yet, “drugs/alcohol”,
“sexual diseases and problems”, “having “stress”, “bad
financial situation”, “separated from family”, “unavailability
of having sex” or “forced sex”, were considered as nega-
tively influencing one’s general and sexual health and well-
being.
“Because of all her traumatic experiences she could
not sleep with her husband. She relived everything; in
the end she committed suicide” (Shahrukh, 39, male
Afghan asylum seeker)
Most respondents felt that given the asylum situation
in which they live(d), they were made heavily dependent
on formal help of powerful others. They thus could not
manage work, financial or asylum issues personally,
which was indicated as being very frustrating and cau-
sing “relational problems” and “negative emotions”.
“Like me for example, because I’m depressed I never
think of having sex, due to long stay at the centre, the
problems in relations and discrimination by white
Dutch people, you don’t feel well” (Kimiya, 31, female
Iranian refugee)
Many respondents also mentioned “the asylum pro-
cedure” as such as a negative influence on their sexual
health. The education level influenced this perception and
dominates small differences in age, gender and origin. The
higher the education attainment, the broader interper-
sonal and structural factors were indicated as negatively
influencing one’s health. People with lower levels of edu-
cation attainment were more likely to mention individual
and intimate interpersonal factors as sexual risk behaviour,
relational tension and violence.
Discussion
“Sexual Health is dead in my body” (Zoran, 23, male
Kurdish asylum seeker)
Our results demonstrate that refugees, asylum seekers and
undocumented migrants in Belgium and the Netherlands
have a fair good understanding of the different aspects
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tify a variety of determinants. Some of these determinants
are important requiring consideration in future sexual
health promotion research and activities. Given our con-
ceptual framework, we discuss the determinants according
to the socio-ecological level they can be classified in.
Individual level
Age does not play a decisive role in defining sexual
health in our study population. Both young and adult re-
spondents define sexual health in a rather balanced way
identifying aspects of general well-being, a respectful ap-
proach of sexual relationships and sexuality, a safe and
pleasurable sex life, family planning and fertility and
access to information and care. Yet pathways to search
for sexual health information differ. Youth indicate their
direct environment as primary sexual health source
while the health sector, media - preferably internet- and
educational institutions share an equal important second
place. In identifying determinants, respondents attribute
more importance to a safe and satisfying sex life than
adults and indicate determinants preferably in the indi-
vidual and intimate interpersonal level.
“A human being is a human being, whether you’re a
man or a woman” (Maiah, 34, female Kurdish asylum
seeker)
Gender Although it is often assumed that gender im-
balances induced by beliefs, practices and norms of the
countries of origin of our respondents might have a
negative effect on their sexual health, our results rather
confirm earlier findings [38] that there are no ground-
breaking gender differences regarding sexual health
definition and determinants in our population. When
defining sexual health, both male and female respon-
dents emphasized that the most important element was
to be physically and mentally well. In addition to being
well, one had to feel well about sexuality both personally
as within a respectful relationship where trust and mu-
tual respect were named as essential to it, which is in
line with literature [39-42]. However, a safe and satisfy-
ing sex life was for both genders an equally important
aspect. Within their descriptions of what this should
entail, we could not state that men indicated more
stimulus-based factors and women more cognition-
based factors -as emotions, the broader quality of a rela-
tionship, dyadic conflict, personalized external events
and social context factors- which is posited in literature
emphasizing differences between gender [39,43-47]. Re-
spondents did not attribute major differences in sexual
maturity criteria either. In addition, for both females and
males, fertility, family planning and access to informa-
tion and care were of less importance. As for the sourcesof sexual health information, the health sector was indi-
cated as the readiest SHI source for both women and
men.
The only differences we could find between genders
were the explored pathways in search for SHI. Compared
to their male counterparts, women and girls tend to ad-
dress people in their direct environment and especially
friends much more. They also prefer media –especially
books- more than men who then prefer internet if they
indicate media as source of sexual health information.
Women also indicated institutions more, preferably edu-
cational institutions but also religious ones. Thus, future
sexual health promotion activities towards migrants de-
scending from these origins can be gender inclusive when
it concerns content. Only the channels through which the
messages are conveyed could be diversified to maximize
the possibilities of getting the message across.
Cultural beliefs and norms that have been equally in-
corporated by women and men seem to influence their
sexual health frame of reference decisively.
“In Iran they say you get blind if you masturbate, here
they say it’s good for your health” (Bârân, 26, female
Iranian Refugee)
When respondents described criteria for sexual matur-
ity, all stressed the importance of a balanced mental, phys-
ical and social development as the most decisive element
for both genders. Age and respectful approach were cri-
teria for both girls and boys and were indicated by a third
to a fourth of the respondents. Yet, we saw that country of
origin clearly influences these findings. Somali and Afghan
respondents tended to emphasize the physical develop-
ment aspects and an earlier age of sexual maturity (girls
13–15, boys 15–17) more than the others. For them, is-
sues related to sexual debut, fertility and family planning
were rarely mentioned, while aspects of respectful ap-
proach were stressed. This tendency is consistent with
their definition of sexual health whereby aspects of general
well-being and a safe and satisfying sex life are mentioned
as important aspects to all origins. However, respondents
from Somalia, Iraq, Iran and Afghanistan stressed that this
should happen within a steady relation (mostly marriage)
where one feels respected, trusted and at ease. Yet, for CIS
respondents and the Slovakian and Czech Roma ones,
family planning seemed to be more of an issue in addition
to a general well-being and a safe and satisfying sex life.
This confirms literature stating that cultural norms, beliefs
and attitudes bolster one’s self-esteem and self-efficacy,
provide a coherent structure for interpreting life events
[48] and are more decisive in sexual behaviour of these
migrants than their separation from native communities
[18]. Yet, as the Belgian and Dutch asylum system en-
forces them in a dependent situation, their general beliefs
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risks to sexual dysfunction, on sexual performance as well
as their ethical concerns about the function of sexuality,
help-seeking and treatment; might be seriously challenged.
All of this is known to create and perpetuate sexual diffi-
culties [38,49-54].
The attained education does not influence the per-
ception of sexual maturity criteria, the importance of
general well-being, a respectful approach or the personal
health responsibility. Yet respondents with no or low
education attainment levels tend to diversify their defin-
ition of sexual health less. Moreover, they particularly
stress individual and intimate interpersonal sexual health
determinants and consider family and friends as first
sexual health information sources, additionally taking up
on info spread by TV. Respondents with higher educa-
tional levels considered safety and satisfaction more as
well as access to information and care. In addition, they
mentioned more organizational and societal determi-
nants and also preferred the health sector above all other
sexual health information sources. This indicates that
sexual health promotion activities could be more effect-
ive if they do not differentiate the content, but rather
use other channels whereby migrants with lower educa-
tion attainment seem to be more susceptible to gaining
knowledge through experienced peers (informal help),
while migrants with higher education attainment give
more appraisal to persons who gained their knowledge
and expertise through education and profession (formal
help).
Health locus of control Our respondents demon-
strated a predominant internal health locus of control
as the majority was convinced that one is responsible
for shaping and maintaining good sexual health. They
were convinced this could be done by having a general
healthy life style, using contraceptives, not having mul-
tiple sex partners, being informed on risks and preven-
tion strategies and seeing a doctor when necessary. This
is in line with earlier findings on internal health locus
of control and sexual health [55-57]. Yet, most of them
felt that this personal attitude was hugely challenged by
the structural dependent situation they were living in.
This situation is induced by the organization of the Bel-
gian and Dutch asylum reception system and migration
law, the impact of which we will discuss when address-
ing determinants at the organizational and societal
level.
Interpersonal level
“I have no hope for the future. I live in a reception
centre without any contact with other people. I have
no money, no work and no contact with girls.”
(Zoran, 23, male Kurdish asylum seeker)Additionally, given the societal aspects of their restricted
legal status which reduce possibilities to participate in
Belgian and Dutch society [14], respondents are also
structurally hampered tap their human and social capital.
Literature has shown that having restricted social net-
works is not only bad for their mental health [58-60]; it
also reduces the number and quality of channels they can
address in search for sexual health prevention and promo-
tion norms and strategies [61-63]. Our respondents, and
especially the young as well as the female respondents, in-
dicated that their direct environment, −preferably friends,
parents and siblings-, were one of the first sexual health
sources to consider. This confirms earlier literature stating
that adolescents’ sexual behaviour is strongly influenced
by peers [64,65] and parents [65]. Given these pathways, it
is to be advised that refugees, asylum seekers and undocu-
mented migrants in Belgium and the Netherlands are
empowered to strengthen social networks and are facili-
tated to take up an active parental or peer educative role
in order to enhance the exchange of transferable know-
ledge skills through social learning and the creation of so-
cial support.
Organizational and societal level
Although 80% of the respondents reported to be prac-
ticing religion, only very rarely religion was mentioned
as a determinant and in the analysis no links could be
found either.
“Men are very proud if they speak about sex with their
friends and it is a declaration of their sex excellence;
but for women it is embarrassing to talk about sex.
And I don’t think that the religion has an effect here.”
(Farrah, 34, female Iraqi asylum seeker)
This questions the often suggested intervention to set
up health promotion campaigns through religious insti-
tutions and by religious key people. In our, mostly highly
educated, group of respondents it seemed that other in-
stitutional and public channels are preferable to address,
as there is media, educational bodies and the health sec-
tor. Our findings confirm that in addition to traditional
channels as TV, radio, books, magazines; it is wise to in-
vest in social media as channels for culturally competent
sexual health promotion activities emphasizing a posi-
tive, yet critical and balanced approach to sexual health
and sexuality, especially when targeting youth [49,66].
Educational bodies as schools and universities were indi-
cated as facilitating sources for sexual health information
rather than primary sources. This has to be taken in
consideration in school programmes for minors since
the right to education in Belgium and the Netherlands is
restricted to the age of 18 for asylum seekers and un-
documented migrants. For adults, this could be
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are often considered as compulsory to a potential pro-
longed stay in the host country. Yet, our findings con-
firm that these educational programs better not stem
from one cognitive behavioural model solely but should
take factors at all socio-ecological level into account
[67]. Given the preference for the health sector as pri-
mary sexual health source in all ages and genders and
especially in more educated persons, and the induced
external health locus of control putting more depen-
dence on powerful others as health practitioners [47]; it
needs to be emphasized that health workers should be
strongly encouraged and trained to play a leading role in
culturally competent sexual health promotion activities
towards this population.
Finally, although the respondents demonstrated a pre-
dominantly internal health locus of control, most of
them emphasized that this personal attitude is chal-
lenged, given the structural dependent situation enforced
upon them by the current organization of the Belgian
and Dutch asylum reception system and migration law.
“During this long period refugees are under constant
fear, anxiety, stress and other mental disorder. They
see no future and end up into drug abuse, frustration,
sleeplessness and change of behaviour” (Keynaan, 36,
male Somali asylum seeker)
They indicated that the asylum system and its proce-
dures brought about stress, sadness and frustration, which
they perceive as negatively impacting their sexual health.
Moreover, the asylum system also creates barriers to being
sexually active. Due to infrastructural limitations, the pri-
vacy for couples and families can physically nor emotion-
ally be guaranteed, and both genders are either forced to
live together or on the contrary separated from each other,
irrespective of what residents would prefer as housing
rules. Furthermore, in a lot of reception facilities there are
strict rules on receiving guests. This all adds up to unavail-
ability of intimacy and sex opportunities which are per-
ceived as negative factors. Also in other domains of life as
seeing a doctor, cooking, managing administration, par-
ticipation in social activities outside the facilities, work
and others; asylum seekers are taken care off and room
for autonomy, own initiative or responsibility is heavily re-
duced. These social, political and practical challenges
linked to the Belgian and Dutch asylum reception system
dependency force migrants to have a more external
passive health locus of control, reduced autonomy, low
self-esteem, heightened stress and sexual unavailability.
According to literature, these aspects are known to create
sexual difficulties in both genders [39-42,68-70] and may
also lead to poor lifestyle, less adequate use of contracep-
tive methods, lower adherence and service utilisation andhigher risk behaviour and susceptibility to ill-health
[55-57,71-73]. It is thus to be advised that the Belgian and
Dutch asylum reception sector can dispose of organi-
zational policies that promote sexual health rather than
restricting it by enhancing the individual capacities and
skills of residents thereby facilitating their proper mas-
tering of health and inducing good sexual health at the
long run.
Conclusion
Our results demonstrate that being a refugee, asylum
seeker or undocumented migrant in Belgium and the
Netherlands is a risk factor for sexual ill-health and con-
firms that migration and legal status in this matter can
be considered a health determinant as such [74]. Yet, as
the Belgian and Dutch governments endorsed sexual
health as a human rights issue; they should be enforced
to develop sexual health promotion activities that are
more desirable in the sense that they reduce the odds of
having migration and legal status as a sexual health de-
terminant. This entails that actual determinants at all
socio-ecological levels are concurrently addressed. First
of all, refugees, asylum seekers and undocumented mi-
grants should be considered as potential active agents in
the Belgian and Dutch society who also have the right to
good sexual health and sexuality beyond the level of ab-
sence of disease or infirmity. As a consequence, sexual
health promotion activities should be made culturally
competent, also taking their sexual health frame of refe-
rence and pathways into account. This implies that in
order to maximize the potentiality of getting the mes-
sage across, used channels should differ. As the consti-
tution and origin of those populations fluctuates over
time, more research is needed to inquire on refugees,
asylum seekers and undocumented migrants of other
descent. Last but not least, structural organizational and
societal factors linked to the asylum reception system
that now hamper the building of social networks and
their active participation in society should be addressed
in order to give refugees, asylum seekers and undocu-
mented migrants the same opportunity as general citi-
zens to be equally in control of their sexual health and
sexuality.
Limitations
As a pilot study on sexual health in hard to reach popula-
tions, the sampling of the respondents was done through
criterion and chain sampling within the networks of the
coordinators, the CRs, the CAB members and some asy-
lum reception centres. Although we initiated our search
for respondents from a vast pool of primary sources, this
sampling method cannot assure a representative sample.
In addition, although all CRs participated in the same
training, and questionnaires were translated and back-
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http://www.biomedcentral.com/1471-2458/14/416translated, we cannot guarantee that their epistemological
perspective while conducting and translating the in-depth
interviews might have differed slightly from the ones of
the main researchers. Both these elements might induce
biases in the data which we consider not generalizable.
Yet, we do believe they are transferable to similar po-
pulations in comparable settings. Furthermore, this re-
search addressed the main groups of asylum seekers,
refugees and undocumented migrants in Belgium and the
Netherlands at that time. Therefore, cultural aspects
linked to those origins cannot be plainly extrapolated to
any other refugee, asylum seeking and undocumented
community present in Belgium or the Netherlands.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
IK conducted the research from conception to final reporting of the results
to the funding body and coordinated the participatory approach in all
phases of the research project in collegiate collaboration with CRs and the
CAB. IK also drafted this manuscript. NV, KR and MT participated in the CAB
as experts and thus had decisive input in every phase of the research
project. They all contributed to the draft of the manuscript and approved
the final version.
Acknowledgements
We wish to thank the EC Daphne programme for funding this project
[JAI-DAP-05-1-046] as well as the project partners (MOVISIE, NVR, ZIJN, Pharos
&Tandem), the CRs and the CAB members for participating collegiately. We
are very grateful to Jeroen Keygnaert for his assistance in the qualitative
analysis process and to Annelies Aerssens and Joris Meys for their assistance
in the quantitative data-analysis.
Author details
1International Centre for Reproductive Health, Faculty of Medicine & Health
Sciences, Ghent University, De Pintelaan 185 UZP114, 9000 Ghent, Belgium.
2Department of Social Welfare Studies, Faculty of Psychology and Pedagogy,
Ghent University, Ghent, Belgium.
Received: 12 September 2013 Accepted: 25 April 2014
Published: 1 May 2014
References
1. WHO: Measuring sexual health: conceptual and practical considerations and
related indicators, WHO/RHR/10.12 edn. 2010.
2. WHO: Defining sexual health: report of a technical consultation on sexual
health, 28–31 January 2002. Geneva: WHO; 2006.
3. Bronfenbrenner U: The Ecology of Human Development: Experiments by
nature and design. Cambridge MA: Harvard University Press; 1979.
4. DiClemente RJ, Salazar LF, Crosby RA, Rosenthal SL: Prevention and control
of sexually transmitted infections among adolescents: the importance of
a socio-ecological perspective–a commentary. Public Health 2005,
119:825–836.
5. Eurostat: Nearly two-thirds of the foreigners living in EU Member States
are citizens of countries outside the EU. Stat Focus 2012, 31:1–4.
6. UNHCR: Asylum Trends 2012: Asylum Levels and Trends in Industrialized
Countries. Geneva: UNHCR; 2013.
7. Keygnaert I: Hidden Violence is a Silent Rape: Prevention of Sexual and
Gender-Based Violence against Refugees and Asylum Seekers in Europe, a
Participatory Approach Report. Ghent: International Centre for Reproductive
Health (ICRH) UGent; 2008.
8. Nielsen SS, Krasnik A, Rosano A: Registry data for cross-country comparisons
of migrants’ healthcare utilization in the EU: a survey study of availability
and content. BMC Health Serv Res 2009, 9:210.9. Rechel B, Mladovsky P, Deville W: Monitoring migrant health in Europe:
a narrative review of data collection practices. Health Policy 2012,
105:10–16.
10. Mladovsky P: Research note: Migration and health in the EU. London:
The London School of Economics and Political Sciences; 2007.
11. WHO, IOM: Health of migrants- the way forward: Report of a global
consultation. Madrid, Spain 3–5 March 2010. Madrid: WHO; 2010.
12. Smith H, Qian A: Migration and women’s reproductive health. In Social
determinants of sexual and reproductive health, informing future research and
programme implementation. Edited by WHO. Geneva: WHO; 2010:98–111.
13. Keygnaert I, Deblonde J, Leye E, Temmerman M: Sexual health of migrants
in Europe: some pathways to improvement. Entre Nous 2011, 72:20–21.
14. Keygnaert I, Vettenburg N, Temmerman M: Hidden violence is silent rape:
sexual and gender-based violence in refugees, asylum seekers and
undocumented migrants in Belgium and the Netherlands. Cult Health Sex
2012, 14:505–520.
15. Mladovsky P, Rechel B, Ingleby D, McKee M: Responding to diversity: an
exploratory study of migrant health policies in Europe. Health Policy 2012,
105:1–9.
16. Norredam M, Mygind A, Krasnik A: Access to health care for asylum
seekers in the European Union–a comparative study of country policies.
Eur J Public Health 2006, 16:286–290.
17. Yang X, Xia G: Gender, migration, risky sex, and HIV infection in China.
Stud Fam Plann 2006, 37:241–250.
18. Nguyen HN, Hardesty M, Hong KT: “I am tired but if i don’t try to have
sex, my wife will think i’ve been fooling around in the city”: work,
migration, and sex among Vietnamese migrant laborers. J Sex Res 2012,
50:548–559.
19. Jacquemyn Y, Benjahia N, Martens G, Yuksel H, Van Egmond K, Temmerman
M: Pregnancy outcome of Moroccan and Turkish women in Belgium.
Clin Exp Obstet Gynecol 2012, 39:181–185.
20. Knight M, Kurinczuk JJ, Spark P, Brocklehurst P: Inequalities in maternal
health: national cohort study of ethnic variation in severe maternal
morbidities. BMJ 2009, 338:b542.
21. Zwart JJ, Jonkers MD, Richters A, Ory F, Bloemenkamp KW, Duvekot JJ,
Van Roosmalen J: Ethnic disparity in severe acute maternal morbidity:
a nationwide cohort study in the Netherlands. Eur J Public Health 2011,
21:229–234.
22. Dias S, Goncalves A, Luck M, Fernandes MJ: Risk of HIV/AIDS infection.
Access and utilization of health services in a migrant community.
Acta Med Port 2004, 17:211–218.
23. Van Egmond K, Keygnaert I, Dias S, Nostlinger C: Literature review on
sexual and reproductive health of refugees, asylum seekers and
undocumented migrants in Europe. In EN-HERA! Report 1. Ghent:
Academia Press; 2009:19–59.
24. Wolff H, Epiney M, Lourenco AP, Costanza MC, Delieutraz-Marchand J,
Andreoli N, Dubuisson JB, Gaspoz JM, Irion O: Undocumented migrants
lack access to pregnancy care and prevention. BMC Public Health 2008,
8:93.
25. Johnsdotter S: Female genital cutting among immigrants in European
countries: are risk estimations reasonable? Rome: No Peace Without Justice;
2004.
26. Leye E, Sabbe A: Responding to female genital mutilation in Europe. Striking
the right balance between prosecution and prevention. A review of legislation.
Ghent: International Centre for Reproductive Health; 2009.
27. Keygnaert I, Guieu A, Ooms G, Vettenburg N, Temmerman M, Roelens K:
Sexual and reproductive health of migrants: does the EU care? Health
Policy 2014, 114:215–225.
28. Keygnaert I, Deblonde J, Leye E, Temmerman M: Sexual Health of Migrants
in Europe: Some Pathways to Improvement. Europe: Entre Nous: The
European Magazine for Sexual and Reproductive Health; 2011.
29. Anderson I, Doherty K: Accounting for Rape: Psychology, Feminism and
Discourse Analysis in the Study of Sexual Violence. New York: Routledge; 2008.
30. De Laine M: Fieldwork, Participation and Practice: Ethics and Dilemmas in
Qualitative Research. London: SAGE Publications; 2000.
31. Vettenburg N, Burssens D, Melis B, Goris P, Van Gils J, Verdonck D, Walgrave
L: Preventie gespiegeld. Visie en instrumenten voor wenselijke preventie. Tielt:
Lannoo Uitgeverij; 2003.
32. Viswanathan M, Ammerman A, Eng E, Garlehner G, Lohr KN, Griffith D,
Rhodes S, Samuel-Hodge C, Maty S, Lux L, Webb L, Sutton SF, Swinson T,
Jackman A, Whitener L: Community-based participatory research:
Keygnaert et al. BMC Public Health 2014, 14:416 Page 13 of 13
http://www.biomedcentral.com/1471-2458/14/416assessing the evidence. In Evid Rep Technol Assessment no. 99. Rockville
MD: Agency for Healthcare Research and Quality; 2004.
33. Israel BA, Schulz AJ, Parker EA, Becker AB: Community-based participatory
research: policy recommendations for promoting a partnership
approach in health research. Educ Health (Abingdon) 2001, 14:182–197.
34. Ellsberg M, Heise L: Researching Violence Against Women: a Practical Guide
for Researchers and Activists. Washington DC: PATH; 2006.
35. Moran R, Mohamed Z, Lovel H: Breaking the silence: participatory
research processes about health with Somali refugee people seeking
asylum. In Doing research with refugees: Issues and Guidelines. Edited by
Temple B, Moran R. Bristol: Policy Press; 2006:55–74.
36. Gagnon AJ, Tuck J, Barkun L: A systematic review of questionnaires
measuring the health of resettling refugee women. Health Care Women
Int 2004, 25:111–149.
37. Safman RM, Sobal J: Qualitative sample extensiveness in health education
research. Health Educ Behav 2004, 31:9–21.
38. Petersen JL, Hyde JS: Gender differences in sexual attitudes and
behaviors: a review of meta-analytic results and large datasets. J Sex Res
2011, 48:149–165.
39. Toates F: An integrative theoretical framework for understanding sexual
motivation, arousal, and behavior. J Sex Res 2009, 46:168–193.
40. Bach AK, Wincze JP, Barlow DH: Sexual dysfunctions. In Clinical handbook
of psychological disorders: a step by step treatment manual. 3rd edition.
Edited by Barlow D. New York: Guilford; 2001:562–608.
41. Carvalho J, Nobre P: Predictors of men’s sexual desire: the role of
psychological, cognitive-emotional, relational, and medical factors.
J Sex Res 2011, 48:254–262.
42. Quinta Gomes AL, Nobre P: Early maladaptive schemas and sexual
dysfunction in men. Arch Sex Behav 2012, 41:311–320.
43. Bailey JM, Gaulin S, Agyei Y, Gladue BA: Effects of gender and sexual
orientation on evolutionarily relevant aspects of human mating
psychology. J Pers Soc Psychol 1994, 66:1081–1093.
44. Basson R: A model of women’s sexual arousal. J Sex Marital Ther 2002,
28:1–10.
45. McCall K, Meston C: Cues resulting in desire for sexual activity in women.
J Sex Med 2006, 3:838–852.
46. Peplau LA: Human sexuality: how do men and women differ? Curr Dir
Psychol Sci 2003, 12:37–40.
47. Savin-Williams RC, Diamond LM: Sexual identity trajectories among
sexual-minority youths: gender comparisons. Arch Sex Behav 2000,
29:607–627.
48. Page RL, Ellison CG, Lee J: Does religiosity affect health risk behaviors in
pregnant and postpartum women? Matern Child Health J 2009,
13:621–632.
49. Bleakley A, Hennessy M, Fishbein M, Jordan A: Using the integrative model
to explain how exposure to sexual media content influences adolescent
sexual behavior. Health Educ Behav 2011, 38:530–540.
50. Brotto LA, Basson R, Luria M: A mindfulness-based group psychoeducational
intervention targeting sexual arousal disorder in women. J Sex Med 2008,
5:1646–1659.
51. Chang SC, Klein C, Gorzalka BB: Perceived prevalence and definitions of
sexual dysfunction as predictors of sexual function and satisfaction.
J Sex Res 2013, 50:502–512.
52. Greil A, McQuillan J, Benjamins M, Johnson DR, Johnson KM, Heinz CR:
Specifying the effects of religion on medical helpseeking: the case of
infertility. Soc Sci Med 2010, 71:734–742.
53. Nobre PJ, Pinto-Gouveia J: Cognitions, emotions, and sexual response:
analysis of the relationship among automatic thoughts, emotional
responses, and sexual arousal. Arch Sex Behav 2008, 37:652–661.
54. Nobre PJ, Pinto-Gouveia J: Cognitive schemas associated with negative
sexual events: a comparison of men and women with and without
sexual dysfunction. Arch Sex Behav 2009, 38:842–851.
55. van der Linden M, van den Akker M, Buntinx F: The relation between
health locus of control and multimorbidity: a case–control study.
Personal Individ Differ 2001, 30:1189–1197.
56. Alves AS, Lopes MH: Locus of control and contraceptive knowledge,
attitude and practice among university students. Rev Saude Publica 2010,
44:39–44.
57. Nagel E, Sgoutas-Emch S: The relationship between spirituality, health
beliefs, and health behaviors in college students. J Relig Health 2007,
46:141–154.58. Bracke P, Christiaens W, Verhaeghe M: Self-esteem, self-efficacy, and the
balance of peer support among persons with chronic mental health
problems. J Appl Soc Psychol 2008, 38:436–459.
59. Cohen S, Wills TA: Stress, social support, and the buffering hypothesis.
Psychol Bull 1985, 98:310–357.
60. Norris FH, Stevens SP, Pfefferbaum B, Wyche KF, Pfefferbaum RL:
Community resilience as a metaphor, theory, set of capacities, and
strategy for disaster readiness. Am J Community Psychol 2008, 41:127–150.
61. Scott C, Hofmeyer A: Networks and social capital: a relational approach to
primary healthcare reform. Health Res Policy Syst 2007, 5:9.
62. Kohler HP, Behrman JR, Watkins SC: Social networks and HIV/AIDS risk
perceptions. Demography 2007, 44:1–33.
63. Viswanath K, Randolph SW, Finnegan JR Jr: Social capital and health: civic
engagement, community size, and recall of health messages. Am J Public
Health 2006, 96:1456–1461.
64. Onyeonoro UU, Oshi DC, Ndimele EC, Chuku NC, Onyemuchara IL, Ezekwere
SC, Oshi SN, Emelumadu OF: Sources of sex information and its effects on
sexual practices among in-school female adolescents in Osisioma Ngwa
LGA, South East Nigeria. J Pediatr Adolesc Gynecol 2011, 24:294–299.
65. Sacerdote B: Peer effects with random assignment: results for Dartmouth
roommates. Q J Econ 2001, 116:681–704.
66. Moreno MA, Brockman LN, Wasserheit JN, Christakis DA: A pilot evaluation
of older adolescents’ sexual reference displays on facebook. J Sex Res
2012, 49:390–399.
67. Michielsen K, Chersich M, Temmerman M, Dooms T, Van RR: Nothing as
practical as a good theory? The theoretical basis of HIV prevention
interventions for young people in Sub-Saharan Africa: a systematic
review. AIDS Res Treat 2012, 2012:345327.
68. Carver PR, Egan SK, Perry DG: Children who question their heterosexuality.
Dev Psychol 2004, 40:43–53.
69. Huey L, Berndt E: ’You’ve gotta learn how to play the game’: homeless
women’s use of gender performance as a tool for preventing
victimization. Sociol Rev 2008, 56:177–194.
70. Loates M, Walsh CA: Women negotiating sexual identity in the face of
homelessness: from silence to satisfaction. Cult Health Sex 2010,
12:87–101.
71. Molassiotis A, Nahas-Lopez V, Chung WY, Lam SW, Li CK, Lau TF: Factors
associated with adherence to antiretroviral medication in HIV-infected
patients. Int J STD AIDS 2002, 13:301–310.
72. Stevens NR, Hamilton NA, Wallston KA: Validation of the multidimensional
health locus of control scales for labor and delivery. Res Nurs Health 2011,
34:282–296.
73. Steptoe A, Wardle J: Locus of control and health behaviour revisited:
a multivariate analysis of young adults from 18 countries. Br J Psychol
2001, 92:659–672.
74. Ingleby D: Ethnicity, migration and the ‘social determinants of health
agenda’. Psychosoc Interv 2012, 21:331–341.
doi:10.1186/1471-2458-14-416
Cite this article as: Keygnaert et al.: Sexual health is dead in my body:
participatory assessment of sexual health determinants by refugees,
asylum seekers and undocumented migrants in Belgium and the
Netherlands. BMC Public Health 2014 14:416.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
